Isolated torsion of fallopian tube, meanwhile uncommon, should be considered in diagnosis of pelvic and lower abdominal pain. US investigation is an useful diagnostic tool. A prompt diagnosis could avoid salpingectomy and preserve fertility. Laparoscopy, as the first approach, should be preferred. We report a case of isolated tubal torsion occurring in a premenarcheal girl successfully managed by laparoscopy.
Introduction
Isolated torsion of the Fallopian tube is an uncommon cause of abdominal pain, especially in non-reproductive age. Pain is mainly localized to the lower abdominal quadrants, and frequently occurs with nonspecific signs or symptoms. The torsion is usually unilateral, involving the right side more than the left one (ratio 3:1). The event shows a higher incidence in proximity of ovulation in postmenarcheal girls. Ultrasound (US), magnetic resonance (MRI) 1,2 and laparoscopic exploration 3, 4, 5 are useful diagnostic tools. We report a case of isolated fallopian tube torsion due to a twisted Morgagni hydatid, laparoscopically managed, occurring in a 12-years old pre-menarchal girl.
Case report
A 12-years-old girl was addressed to our attention because of severe abdominal pain occurred in preceding 24 h. The pain was localized in the right inferior abdominal quadrant, and appendicitis was suspected at history and clinical examination. Her previous medical and surgical history was not significant. There was no history of abdominal trauma and no bowel or urinary symptoms. On physical evaluation, right abdominal pain and defense were present but no rebound tenderness was found. External genitalia were normally developed with Tanner stage-II features of breast and pubic hair, according to her age. Body temperature of the patient was normal and white blood cell count was reported 9910/mL. US investigation showed, on the right side, a cystic mass beneath the bladder measuring about 7 cm in transverse diameter. The evidence of minor cysts beside the mass suggested the diagnosis of acute right ovarian torsion. The left ovary was normal. The color-Doppler US clearly excluded anomalies of tubal blood flow on the right side, while blood flow was not detected on the left one. Tubal wall appeared thickened. Our patient underwent urgent explorative laparoscopy because right ovarian torsion was suspected. Laparoscopic management of an isolated left fallopian tube torsion due to twisted Morgagni Hydatid in a pre-menarcheal girl Intra-abdominal hemorrhagic fluid was detected at laparoscopic exploration; this was found both in the Douglas and in the bladderuterine space. Unexpectedly, ovaries and right fallopian tube were normal. The left fallopian tube was extremely long and the distal segment twice (720°) twisted (fig.1) ; moreover the twisted portion was also thickened for edema, hemorrhage and necrosis and it was found just on the right side, nearest the right ovary. Even the mesosalpinx was abnormally long. There were not any findings such as salpingitis, hydrosalpings or inflammation, although necrotic degeneration of the fallopian tube might have changed the pathological pattern. Partial laparoscopic salpingectomy was performed because of the necrotic appearance of the mass. Afterward, the laparoscopic exploration showed a small right paratubal Morgagni hydatid cyst (TD 1,5 cm) . This was also removed. Post operative was uneventful, and patient was discharged on postoperative day 4. At 3-months follow-up, she remains well. Hystopatology showed the presence of a Morgagni hydatid regarding the cystic formation at the end of the twisted fallopian tube associated to a hemorrhagic necrosis of the tubal walls.
Discussion
Adnexal torsion is a common gynecological emergency, with a prevalence of 3% in female population. 6 Among these, isolated fallopian tube torsion is rarely observed with the incidence being 1/1,5 per million cases. 7, 8 The right tube is more frequently involved, with a 2-3:1 ratio; this is probably due to the cushioning effect exerted by sigmoid colon on the left fallopian tube. The etiology of isolated tubal torsion is still uncertain. Different risk factors are involved. The most important anatomical intrinsic causes are the extreme tubal or mesosalpinx length, tubal abnormalities, hematosalpinx, hydrosalpinx, neoplasm. The presence of a Morgagni hydatid gives weight to the fallopian tube, so it is more susceptible to rotation. Other physiological abnormalities are abnormal peristalsis and hypermotility of the tube, tubal spasm due to drugs and intestinal peristalsis. Extrinsic causes are referable to neoplasm, pregnancy, adhesion due to previous abdominal surgery, trauma and inflammatory pelvic diseases. 9 Episodes of tubal infection could be the cause of torsion due to venous congestion of tubal wall. In most cases, teenaged patients report repeated episodes of abdominal pain in the lower quadrants, associated with nausea, vomiting, but without specific gastro-intestinal symptoms or signs. Similarly, urinary and gynecologic symptoms are infrequent. 1, 2, 6, 8 The diagnostic approach is not standardized and differential diagnosis is therefore not always easy to implement. Differential diagnosis includes gastro-intestinal (acute appendicitis, inflammatory bowel disease) and genito-urinary tract diseases. The main pathologic differential picture includes hematosalpinx (due to obstructive tubal dysplasia), tubal endometriosis, twisted ovary or twisted Morgagni hydatid, ruptured follicular cyst. Color-Doppler ultrasonograpy and MRI are important diagnostic tools, even if specificity is lacking. Color-Doppler US is helpful to detect the impaired tubal and/or ovarian blood flow. The maintenance of the flow, however, does not exclude the fallopian tube torsion, 10 but suggests a more conservative surgical approach. Laparoscopic exploration can be considered the best diagnostic and therapeutic approach, as in other adolescent and pediatric gynecological diseases. 11 In our case, laparoscopy allowed us to recognize tubal torsion and to easily perform a partial salpingectomy. This mini-invasive treatment reduced the postoperative pain and hospitalization, ensuring good cosmetic results. Our patients was discharged on postoperative day 4.
In conclusion, the isolated torsion of the fallopian tube is a rare occurrence, but it should be considered as a possible cause of abdominal pain in young girls, when intestinal or urinary anomalies are excluded. Color-Doppler study of ovarian and tubal blood flow should be always performed in case of abdominal pain in a premenarchal girls. The early diagnosis and treatment is necessary to avoid impairment of ovary and fallopian tube. In the presence of preserved tubal and ovarian blood flow at color-Doppler US study, conservative surgical treatment is advocated. Tubal and ovarian blood flow is partially preserved also when the tubal twist is not complete; in these case, if condition of adnexum seems preserved, conservative approach should by considered, but a careful await is needed. Surgical decision should be considered in order to preserve fertility especially in younger patients, 12 especially when blood flow is impaired, or when ovarian/tubal suffering is suspected. Laparoscopic exploration revealed as an useful tool to make the diagnosis and also to safely treat this condition. Laparoscopy should be considered as the first approach in case of suspected ovarian/tubal torsion.
